Che Bee onices ucctecty 


A Journal of the Philosophy and Ethics of Medical Practice 


Official Journal of the 
FEDERATION oF CatTuHotic Puysicians’ Gui.ps 
Published with Ecclesiastical Authorization 


Vou. XIV OcroseEr, 1947 No. 4 


CONE EN TS 


PAGE 

Common Growunpbs FoR PsycHIATRISTS AND PRIESTS . . al 
Raphael C. McCarthy, S.J. 

BEHAVIOR AND SYMPTOMS 5 
Ralph A. Kinsella, M.D. 

THe ImpuTaBiLiry oF THE Mrenrat Patipnt. ... . 8 
Pierre C. Simonart, M.D., M.Sc. (Med.) 

Morax Livtrarions In Mrenrat DisEasr . ... . 16 


Robert E. Britt, M.D. 


GENERAL INFORMATION 


Tue Linacre QuarTeRLy appears January, April, July, and October. 
Manuscripts and news items should be directed to the Editor. 


Correspondence concerning advertising, subscriptions to the Journal and 
other business matters should be directed to the Acting Executive Secretary. 


Subscriptions to Tue Linacre QuarterRty for members of the various affili- 
ated Guilds, defrayed from membership dues, are arranged by the officers of 
the respective Guilds. The Subscription Fee for institutions, agencies or other 
persons is $2.00 per annum or 50c for the individual number. Notice of changes 
of address should include the complete old and new forms of address. Remit- 
tances for subscriptions and for other business in connection with the Journal 
should be made payable to “Tue Linacre QUARTERLY.” 


Editorial Offices of “Tue Linacre Quarterty” and the General Office 
of the FrepreraTiIon oF CATHOLIC PHysIcIaANns’ GUILDS 
1402 South Grand Boulevard St. Louis 4, Mo., U.S.A. 


FEDERATION OF CATHOLIC PHYSICIANS’ GUILDS 


—_———_@—__—__—_ 


President 


Dr. Joun W. SPELLMAN 
1101 Beacon Street 
Brookline 46, Mass. 


First Vice-President Moderator and Editor 
Dr. Wir114m P. CHEsTER Rey. ALPHONSE M. SCHWITALLA, S. J. 
742-68 Maccabees Building 1402 South Grand Boulevard 
Detroit, Mich. St. Louis 4, Mo. 
Second Vice-President Secretary 
Dr. M. F. THrerce Dr. NicHoras FEDER 
846 Audubon Building 1264 East Main Street 
New Orleans, La. Belleville, Ill. 
Third Vice-President Treasurer 
Dr. Mervin YEIP Dr. JoserpH ToLanp 
10824 St. Clair Avenue 4605 Leiper Street 
Cleveland 8, Ohio Philadelphia, Pa. 


Acting Baecutive Secretary 


M. R. KNEFL 
1438 South Grand Boulevard 
St. Louis 4, Missouri 


—_—_@—— 


AFFILIATED GUILDS 


MANHATTAN GUILD CLEVELAND GUILD 
BROOKLYN GUILD PHILADELPHIA GUILD 
BRONX GUILD GREAT FALLS GUILD 
Boston GUILD DUBUQUE GUILD 
BELLEVILLE GUILD Sr. Lours Guiip 

CHICAGO GUILD WILMINGTON GUILD 

SAWN FRANCISCO GUILD NEWARK GUILD 

LITTLE Rock GUILD Detroir GUILD 

WICHITA GUILD Hamivron (Canapa) Guiip 


NEw ORLEANS GUILD 


ii 


Che NEG acts Oe 


Vou. XIV Ocroser, 1947 No. 4 


COMMON GROUNDS FOR PSYCHIATRISTS 
AND PRIESTS 


RapuHaet C. McCarruy, 8.J., Pu.D. 


President, Regis College, Denver, Colorado 


HE Catholic church has sometimes been charged with being hostile 

to psychiatry and occasionally the statements of a Catholic spokes- 

man are quoted, or misquoted, in proof of this contention.’ The 
assertion must be distinguished. The church is not antagonistic to true, 
scientific psychiatry, but she does condemn certain fallacies that mas- 
querade under that term. It is true that she is unalterably opposed to 
certain theories that are advanced by some psychiatrists and to certain 
practices that may follow from such theories. Her protests are not 
prompted by narrow-mindedness or obscurantism, rather they are the 
results of her enlightenment and of her deep understanding of the nature 
of man. She cannot approve of speculations that deny free will, that 
contend that man is only a physiological machine, a slave to his un- 
christian hormones or as powerless against his animal impulses as is a 
sparrow against the fury of a cyclone. 


Such assertions run counter to sane philosophy. They contradict 
divine revelation. They are unscientific. In condemning them the church 
does a service to science and to truth. 


Unfortunately, such false teachings are all too common in psychiatry. 
No field of medicine has been so hampered by rash speculations and by 
mystical, far fetched theories as has psychotherapy. Neurology, for 
example, has not fallen so readily a victim to such excesses. It is not 
necessary to dilate upon the many causes underlying the muddled think- 
ing that is found so frequently in medical psychology today. Suffice it 
to say that such thinking has hindered the progress of psychiatry. It 
has provoked the amusement, or the impatience of other medical men 
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who are accustomed to deal with more tangible diseases and who demand 
objective data as foundations of acceptable theories. 


Of course, not all psychiatrists have fallen victims to the fallacies 
into which some of them have stumbled. A great many of them recognize 
that man has a spiritual nature. They realize, therefore, that since he 
is a composite being, made up of a body and a soul, his behavior, whether 
healthy or pathological, cannot adequately be explained as organic 
responses alone. They do not fall into the mistake of attempting to 
describe man’s activities in terms of merely bodily responses anymore 
than they would give full credit to one of two engines that laboriously 
drag a heavy train to the top of a mountain. 


This sane, scientific kind of psychiatry the church welcomes. She 
recognized its value and its need. She is happy to profit by its genuine 
findings. She encourages priests who deal with mentally abnormal 
penitents to enlist the aid of reliable psychiatrists. 


Speaking generally, it is not psychotics who constitute the real 
problem for a priest. Occasionally these do find their way to a priest’s 
parlor or to the confessional, but they are easy to recognize and are 
rare compared to the number of psychoneurotics who seek counsel and 
comfort from a confessor. Many of these individuals need the help of a 
physician before they respond to the guidance of a priest and so the 
physician and the priest can work together to their mutual aid and to 
the common advantage of the patient. 


It is not a question of the priest functioning as a psychiatrist or the 
physician assuming the role of a priest. In either case grievous harm 
may result. Both indeed are interested in the same individual, but from 
very different points of view. The priest’s concern is in the moral well- 
being of his patient, while the physician’s aim is to find the causes of 
the patient’s trouble and to restore him to mental health. This latter 


objective will often be realized more fully through the wise cooperation 
of a priest. 


The therapeutic power of healthy religious faith is recognized even 
by numbers of psychiatrists who are not religious themselves. They have 
observed, for instance, the calming effects that sane religious attitudes 
exert on their patients. Often they advise their Catholic patients to 
make a good confession, not because they admit its sacramental value, 
but because they have seen that it makes the afflicted person more 
responsive to medical treatment. They are glad to have an understand- 
ing priest to whom they may refer patients for spiritual direction. 

There is another genuine way in which a psychiatrist may profit by 
the assistance of a priest. The neurotic is not cured simply by dispelling 
his symptoms. He must build a healthy attitude toward life. He must 
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break the habit of running away from reality or compromising with it. 
In other words, he must learn to face difficult facts squarely and make 
the most of things he cannot change. Otherwise it is exceedingly prob- 
able that his old phobias or compulsions or scruples or anxieties will 
engulf him again. A priest, because of the confidence that his Catholic 
people have in him, may be of vast assistance in helping a person build 
up the wholesome attitude that will protect him against relapsing into 
his neuroses. 


It is not necessary that a priest be a specialist in psychiatry in order 
to play a real part in a patient’s rehabilitation. It is desirable, however, 
that he have some knowledge about the mechanisms underlying mental ab- 
normalities. He should, moreover, be able to recognize conditions that call 
for expert psychiatric care and refer them to a trustworthy specialist. 


It is not absolutely essential that the specialist be a Catholic provided 
he is a man of high moral and professional standards and has at least 
a respect for his patient’s religion. As a general rule, however, a com- 
petent Catholic psychiatrist is likely to have the best success with Cath- 
olic patients, as he understands their viewpoint, and should their case 
be accompanied by religious doubts or anxieties, as sometimes happens, 
he may appreciate these better than could his non-Catholic confrere. 


It is not the psychiatrist’s function to preach to his patients or to 
condemn them for moral delinquencies. They may resent such a venture 
on his part and his influence over them is lost when their confidence in 
him is weakened. He makes suggestions rather than proposes motives. 
His hope is that the patient, as a result of the suggestions, will build 
up his own motives, but he can frequently suggest ideas that are at 
the same time good medicine and good morality. For example, he can 
emphasize the truths that abnormal impulses are not irresistible even 
in the neurotic.* 


He can impress a homosexual with the conviction that his problem 
is essentially the same as that of a normal man: they both must keep 
themselves clean, they both must protect themselves against temptations 
and avoid situations which experience has proved dangerous. It is, of 
course, true that social traditions and customs are an aid to the hetero- 
sexual in his struggle, while they are likely to multiply difficulties for 
the homosexual; I am referring to the familiarities allowed to members 
of the same sex. But the great majority of homosexuals are able to 
safeguard themselves provided they become convinced that they are not 
among the hopelessly damned and are encouraged to make the effort 
they must make if they are to be moral. The likelihood of their success 


* This statement would need qualifications in the case of psychotics. 
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is heightened when the same advice is given by a psychiatrist on medical 


grounds and by a priest on religious grounds. 


This positive healthy influence exerted by high-minded psychiatrists 
is real and eminently worth while, but they confer negative benefits also. 
They spare the patient the danger of falling into the hands of those 
practitioners who are hostile to religion. The suggestible, self-centered 
neurotic is in real danger of having his own faith harmed, when a man 
with the reputation of an expert scorns religion as an outgrowth of 
primitive fears, or of ignorant superstitions as a threat to mental 
health and unworthy of our enlightened scientific age. When the patient 
is assured with a great show of learning that religion is a myth, that 
God is simply the figment of a despondent mind that is struggling to 
recapture a sense of uterine omnipotence, he may come to regard faith 
and its teachings as such lowly things that they have power neither to 
encourage nor to stimulate. Thus, he is robbed of his confidence in a 
provident God, of his hope in prayer and the sacraments, in a future 
life, and in the other consoling truths of religion which are at the same 
time the best preservatives of mental health and one of the most power- 
ful agencies for its restoration. 


There are two medical specialties in which religious-minded doctors 
are urgently needed, obstetrics and psychiatry. It is true, there are 
many Catholics eminent in both of these fields. Some of the outstanding 
psychiatrists of the country are exemplary members of the church. 
There is need for more of them and it is to be earnestly hoped that 
many of our young men from our Catholic medical schools will take up 
this specialty. Psychiatry has ceased to be regarded as the stepchild 
of medicine. It not only has become “respectable” but has proved its 
value and need in these days when men and women are battered by the 
emotional strains of our complex modern life. To fulfill its functions 
perfectly, it must regard its patients not as sick bodies, but as sick 
persons with spiritual natures and spiritual destinies. It must recognize 
that a man who is to live a full, contented, healthy life must have moral 
ideals and live up to them. And one of the surest protections against 
devastating conflicts and a most effective means of recovering from them 
is a trust in a provident God, the aid of religion, and the hope of unend- 
ing happiness. Such a goal can best be achieved by team work between 
a psychiatrist who knows something about sin and a priest who knows 
something about psychiatric symptoms. 
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BEHAVIOR AND SYMPTOMS 


Rauryu A. Kiysevua, M.D. 


Professor and Director of the Department of Internal Medicine, 
St. Louis University School of Medicine 


OUGHLY thirty per cent of the people who consult doctors pre- 
sent symptoms that are not based on disease. If the doctor fails 
to recognize this, all sorts of needless treatment may be used, even 

to the extent of performing major operations. 

There are generally two types of people who express their conflicts, 
discontents, or efforts to escape the unpleasant tasks of life through 
symptoms which may be attached to almost any anatomical system of 
the body. One of these types is represented in the individual who wilts 
under environmental stress. This person reacts with a depressive response. 
The other type reacts more excitedly. There is no way of separating 
the types by assigning either one to a particular part of the autonomic 
nervous system, since both types of people may utilize the sympathetic 
and parasympathetic systems. 

Type one is a patient familiar to all practitioners, and is represented 
in many hospital admissions, and continues to be frequently misunder- 
stood, and often badly treated. A study? of this type of person grew 
out of the observations made at numerous record meetings, and showed 
that many patients with a variety of chief complaints really represented 
a common type of behavior. In this study 242 patients were analyzed, 
and it was found that their chief diagnoses included such states as 
hypothyroidism, neurocirculatory asthenia, visceroptosis, and the various 
organ-neuroses, such as gastric neurosis. An analysis of this group 
showed that no matter what their diagnoses might be, their complaints 
were strikingly similar. Two-thirds of these patients complained of 
weakness, nervousness, and headache, and about one-third complained of 
palpitation, dizziness, and abdominal pain. 

The study had for its further purpose the determination of physical 
features which might serve to identify this type of person. Among these 
physical features were: (1) Low basal metabolic rate; (2) Low blood 
pressure; (3) Low gastric acidity; (4) Flat sugar tolerance curves. In 
view of the similarity of some of these reactions, to conditions in which 
failure of the adrenal glands is suspected, a number of patients were 
given potassium tolerance tests, but these were found to be normal. 
There was no special anatomical type that dominated this group, al- 
though the hyposthenic habitus was more frequent. There was no 
evidence of glandular dysfunction in any of these patients. As in the 
case of type two, there was a definite history of the same type of distur- 
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bance in one, and rarely both of the parents, but longevity was the rule, 
and there was no history of insanity or “nervous breakdown.” How this 
person was being handled by the physician he consulted was illustrated 
by the fact that forty-seven per cent of the group had appendectomies 
for long-standing pain in the lower right quadrant, without relief. 

Type two is represented by a person with a more striking display of 
symptoms. While the pattern of symptoms is found usually in one or 
the other parent, the family group furnishes much more frequent 
instances of “nervous breakdown” and insanity. This type of person 
reacts more positively to the various tests that are used as criteria. 
For example, blood pressure readings are in the higher zones of normal, 
and hypertensive disease is more frequent in the family group. ‘The sugar 
tolerance curve is of the elevated type. Presenting symptoms are more 
often definite implications, with illustrative gestures, of various organs 
in the body, and not the ill-defined “weakness, nervousness, and headache”’ 
of type one. Type two more frequently has organ neurosis, such as 
palpitation, hyperperistalsis, and in fact involvement of any anatomical 
system, such as the lungs as in intrinsic asthma; the skin, as in certain 
types of urticaria, and erythema; and the gastro-intestinal tract. The 
employment of the last named system in the projection of symptoms 
has been extensively studied by Wolff.2 More recently the same author 
has reported the study of individuals exhibiting the use of other anatomi- 
‘al departments in the projection of symptoms. 


TREATMENT. In the handling of these patients who are so 
numerous among the patients of the average practitioner, it is important 
first of all to make sure that no organic disease exists. This is the 
first responsibility of the doctor. It is very important not to institute 
treatment for conditions that are not clearly evident after a thorough 
examination. Patients with pains in the arms and legs should not be 
given “shots” for arthritis when there is no standard evidence of arthritis 
present. Nor should patients be subjected to operations such as tonsil- 
lectomy, or the washing out of sinuses on account of an imagined “poi- 
soning of the system.” It is equally clear that the more serious forms 
of surgery such as cholecystectomy, and the removal of appendices and 
ovaries and the operation of ventro-suspension should never be offered 
as a treatment of pain which is an autoprojection by the patient, and 
which is not based on any pathology in the organ it is proposed to 
remove. Education of the medical profession will probably make some 


advancement toward removing the stigma which attaches to some of 
these surgical procedures. 


The real treatment of the patient lies in the analysis of the condi- 
tions on which he bases his behavior. For some of this behavior he is 
responsible, and acts effectively in bringing about his own recovery once 
the situation is explained. We must naturally exclude those physiological 
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responses such as the hypersecretion of acid in the stomach under the 
stress of excitement and fright from any consideration of responsibility, 
although even here the individual might be trained to recognize the real 
value of external situations, and to develop an indifference to their 
presence. Just as soldiers were frequently brought back into battle by 
appeals to their sense of duty and honor, so in the private office of the 
physician many patients can set their behavior in normal channels thru 
an appeal to their sense of fairness, and to their consideration of the 
rights of others. 

It is not necessary to bisect the human being and separate him into 
that part of him which constitutes his responsible portion and that 
cryptic subconscious portion which Freud and his adherents like to 
utilize to explain human behavior. The autonomic responses of the human 
machine are seldom responsible for visits to the doctor in an individual 
who is capable of self-direction. Nor are we concerned in this discussion 
with those cases of temporarily or permanently irreversible states of 
behavior which fall into the area of psychiatry. 

The thirty per cent of visitors to the doctor referred to at the begin- 
ning are free agents, who project symptoms as a result of incorrect 
and inaccurate response to environmental strain. The discussion invari- 
ably leads to the area of philosophy. 

If medical schools may send their students to birth control clinics 
for instruction; if internes may authoritatively discuss the question of 
giving an overdose of morphine to a hopelessly sick individual; if teachers 
of nurses may indicate the permissibility of premarital sexual inter- 
course, it is obvious that some teachers in the field of medicine have 
accepted the doctrines of some teachers in the field of philosophy. It is 
equally obvious that this acceptance deeply affects the behavior of the 
well and the care of the sick. If medical teaching is to be influenced by 
certain tenets in social philosophy it follows that we should be sure of 
the validity of these tenets. 

Here is a fresh field in which to work. For while the devices of 
psychiatry often result in adjustment in the behavior of the individual 
and in a consequent alleviation of symptoms, in the long run the indi- 
vidual must be maintained as a free agent worthy of that thing called 
human liberty. Moral misbehavior cannot be substituted merely as a 
matter of relief without undermining the personal responsibility on which 
liberty rests. These principles familiar in Christian philosophy should 
be in the minds of physicians when they confer with patients who have 
symptoms without organic disease. There should be a stoppage of un- 
necessary surgical and medical treatment. There should be an increase 
in sympathetic direction and in explanations based on a truthful attitude. 


1 Kinsella, R. A., Rabinovich, S., and Furlong, J. J. (Trans. Assoc. Amer. Phys. 57, 1942, 


p. 110). 
2 Wolff, H. G. (Trans. Assoc. Amer. Phys. 57, 1942, p. 115). 
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THE IMPUTABILITY OF THE 
MENTAL PATIENT 


Pierre C. Stmonart, M.D., M. Sc. (Mep.) 


Associate in Psychiatry, University of Pennsylvania 


ITHOUT special training it is not easy for a well organized 

person to appreciate the difficulty, even the impossibility, for 

some humans to conform to a moral code, even if it is reduced to 
its simplest form of the natural law. 


Such a person uses many of his mental faculties practically without 
being aware. He supplies his minor deficiencies with a bit of will power 
here, the acquisition of a good habit there, a gift of imitation, and 
perhaps a good prayer elsewhere. He is very remote from the suspicion 


that the person who sincerely says, “I can’t, Father” . . . “Honestly, 
doctor, I can’t” .. . “Why do I think of such things” . . . “What makes 


me do such things” .. . “It seems ridiculous, doesn’t it ?”—suffers perhaps 
of complete lack of a faculty which he, himself, has always enjoyed. 


The physician or priest will be rather inclined to suspect the sin- 
cerity of this person, and anyone who defends him against his false 
accusations for fear that one of his moral principles or perhaps his 
authority will be put in doubt. “You can, if you will’, will he say; “You 
are intelligent enough.” He may even advocate the omnipotence of the 


will and intelligence. The grace of God even is limited to the disposition 
of the subject. 


Need one be surprised that the average mental patient brought to 
the specialist is so sick and has been for so long that he wonders how 
it}could have escaped notice? 


More distressing is the fact that the patient has been subjected to 
the “home remedies” and some of the coarser methods of coercion and 
has been made far worse than his original ailment. ‘We have tried 
everything until he got this bad.” Fears—some pure fables—have been 
hurled at him. Unattainable promises, arguments till far in the night in 
desperate attempts to make him conform, have confused the patient, and 


made him feel his inadequacy often more than is warranted. Little 
wonder that he may feel “doomed.” 


Many well-meaning persons labor under the assumption that if they 
make the patient feel guilty, ashamed, inadequate enough he will start 
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on the road to improvement. They seem intent to draw endlessly on 
a depleted capacity. The good pastor and the family doctor, who have 
known (perhaps for many years) the family of the presumed delinquent 
find themselves hard put to be of help without feeling that they must 
either throw overboard the principles of morality or acknowledge the 
responsibility of the accused. 


A good professor of pathology said once, “I never saw a medical 
student who knew histology (microanatomy) well until he studied path- 
ology.” It seems that a structure must be hypertrophied, atrophied, or 
otherwise distorted to make him realize its presence. Hence, it might 
be good to realize: 


1. The main principles upon which Catholic moral theology is 
founded ; 


2. The faculties which a human being puts into play in performing 


a free, imputable moral act. 


The latter is far easier to conceive if representatives of the large 
groups of mental diseases are reviewed, the limits of this paper allowing 
no more extensive study. 


St. Alphonsus, as most theologians do, delimits the field of morals thus: 


Only a human act is moral and imputable. 

A human act is that act which proceeds from man’s delab- 
erate will. 

A human act is a free act inasmuch as it proceeds from a 
free will. 

An act is voluntary when it proceeds from an intrinsic 
principle with the knowledge of its end. 

Freedom is immunity from subjection or servitude. 

However, freedom from “coercion” (coactio) or spontaneity 
is immunity from all external violence against the inclination. 
of one’s will. iW 

The freedom required for a moral act is technically called 
freedom from “necessity” or freedom of election. This excludes 
all necessity or coercion. In this sense a person is called free 
when it is in his power to act or not to act, to choose one 
means instead of another. 


Contrariwise: An act of man (actus hominis) is the act which pro- 
ceeds from natural impetus without deliberation. Such are acts com- 
mitted while distracted or in some way destitute of the use of reason. 


Hence, responsibility or imputability requires that: The person be 
capable of deliberation; be capable of knowledge of the end or aim of 
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his action; enjoy freedom from compelling violence or reasonable fear ; 
enjoy the use of reason. Conscience is a judgment or a dictate of reason 
which shows what is to be done as good and avoided as evil. 


In such a short study as this, it is impossible to review the more 
intricate subdivisions and applications of these principles. A reminder 
of these, however, seems in order. We must of necessity confine ourselves 
to those patients conventionally described as suffering from “inorganic 
reaction type psychosis.” 


The mental patient who is devoid of the use of intellect is easily 
recognized and the “ignorance excuses” principle can be readily applied 
to him. Evaluation of this patient’s responsibility becomes difficult if 
one is unaware that all his faculties besides intelligence may be suffering 
in the same degree; also that he may be retarded and will perhaps 
develop. Human beings develop in spurts, not in a continuous curve. 
One may have long ago decided his incapacity. No demands were made 
upon him while he grew. He just grew on without being re-examined. 


Much ado has been made over the existence or non-existence of the 
“moral imbecile.” A major of the Salvation Army, visiting a mental 
hospital, was very disturbed for theological reasons, said he, that the 
clinical director had labeled a patient as such. This he felt was tanta- 
mount to a condemnation to “Eternal Doom.” He felt that the Almighty 
never had let a human live who was devoid of the necessary means of 
leading a good life. 


Another approach was made by authors in examining some delin- 
quent boys, so labeled by a court, finding that the intellect of these boys 
was also defective. Hence, they should have been labeled “imbecile.” 


Whatever may be abhorrent about the concept, we deal here with 
a matter of fact. Nowadays they are included in the term Constitu- 
tional Psychopathic Inferior. That some psychiatrists may have so 
diagnosed a patient on the grounds of repeated delinquencies is possible. 
The standards of evaluation, however, require two findings: (1) The 
inability to learn from experience; and (2) the incapacity to foresee 
the future consequences of an act. 


Such patients, according to many psychiatrists, including the author, 
do exist, unfortunately in large numbers, as testify the records of the 
Army and Navy. 


A young engineer, because of his outstanding ability, was 
hired by an aireraft corporation in wartime, notwithstanding 
his repeated offenses. At the end of two weeks he was to get 
his first check for three hundred dollars. Two days before 
payday he forged a check for sixty dollars. It was difficult to 
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make this otherwise intelligent man realize his loss. After his 
dismissal and subsequent arrest, he quite agreed that he had 
made a blunder. But three hundred dollars in two days meant 
nothing to him. 


Many repeated probationers as a reward for good behavior in jail 
belong to this variety. The jail situation substitutes for the missing 
faculties or no demand is made on them. One can expect them to behave 
properly in jail. 


There is no other explanation for the boy, twenty-two, who spent 
fourteen years of his short life in reform school, or in a house of cor- 
rection, and had been on probation eight times for very short periods only. 


There is a type of patient who deserves the utmost consideration 
because commonly found, much discussed in oldest theological literature, 
universally maltreated, though often incurable even by sound therapy. 
This profound ailment is often described by one of its presenting symp- 
toms, “‘scrupulosity.” The psychiatric nomenclature designates it as 
“obsessive compulsive”, which is more inclusive than the term scrupulosity. 


St. Alphonsus describes such a patient well. He declares him incur- 
able if he is unable to obey, and prescribes remedies which go so far as 
not holding him to the observance of Commandments of the Church. 
However, such a patient is found among Catholic or non-Catholics, alike, 
ethically reared or not. Among them can be found varieties of alcoho- 
lics, addicts, masturbators, as well as upright citizens, children and 


old people. 


If he is ill enough, it seems that all treatment in the name of his 
religion is doomed to failure. The old term of “perplexed conscience” 
can often be applied. He is often completely incapable of decision, as 
his mind simultaneously runs on two divergent tracks. 


The term “ambivalent” describes him well. No sooner does he develop 
a desire, than the opposite is equally desirable. Whatever repulsion is 
experienced seems to elicit a desire. He craves punishment as well as 
satisfaction, feels guilt as well as approval. He will go to great pains 
to prove himself guilty. These opposite forces bring him to a neutral 
state where he is unable to act. Many of his acts are substitutes endowed 
with symbolic value, unknown to him, which fill him with as much anxiety, 
and a sense of danger which compels him to do or avoid things, and in a 
certain manner. His life may become entirely occupied with “ruminations” 
and “rituals.” 


Many of his mental acts center around habits of cleanliness, climina- 
tion, feedmg mannerisms, and numbers. His discomfort may be as great 
for doubting that he brushed his teeth only three times that day as for 
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suspecting that he said four Our Father’s for penance instead of five. 
He may no more be able to decide whether he is clean enough than that he 
is free from guilt. 


Many bring the exercise of this unfortunate state into their practice 
of religion where they can devise rituals, which permit repetitive actions 
inclusive of sacred acts, nine times, seven, five or three times. Unfortunately 
at the same time, they may wonder about their attention, intention and 
manner of performance, and feel tortured in this way. Many are intelligent 
otherwise and are aggravated by their performances, calling them ridi- 
culous. Some will go as far as laughing at them, describing themselves in 
cartoon fashion. None of this helps, however. Under skilled treatment 
their anxiety may be relieved, sometimes leaving them with a few tolerable 


mannerisms. 


The imputability of such patients is not to be presumed. It would 
have to be proven. Ambivalence of which some of these actions are exam- 
ples, is in psychiatric parlance called “malignancy” and is feared as much 
as cancer is in other branches of medicine. It is common in schizophrenia. 
The symbolism which is mentioned as a phase of obsessive compulsive be- 
havior has a much freer rein in schizophrenia (formerly called dementia 
praecox). 


This brings us to consider the psychoses. Symbolism is the natural 
language of the psychoses. Delusions are their main feature. A delusion 
can be defined: “A false belief concerning the occurrence and significance 
of which the individual holding it is unable to accept proof such as would 
be commonly accepted.” (Strecker ) 


The patient takes Mis delusion for granted, he cannot be persuaded of 
its falsity, it is to him a reality, commonly more real than reality. So are 
his hallucinations. He will derive from these according to his ailment 
much elation, equanimity or despair. 


In the schizophrenic it can be his whole and constant preoccupation. 
How can the voice of conscience be heard in the din of auditory hal- 
lucinations of a schizophrenic who said: “Speak louder because | hear your 
voice in between three other voices, and they are much louder and clearer 
than yours?” He showed by his entire tense attention, his fast pulse, 
occasionally his impatience, that that is exactly what he felt. 


Add to this the common finding that the voices contradict or forbid 
whatever the patient thinks or wishes to do. These seem to him an outside 
voice influencing him and which is trying to decide for him whether to 
follow or not, enjoy or not. They are “ambivalent” too. If there ever 
was a person accurately described as “distracted” or “destitute in some 
way of the use of reason”, these instances would prove to be the worst. 
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Where is the possibility of deliberation and hence of imputability when the 
sense of reality is impaired, even non-existent ? 


Some of these patients are very intelligent, argue endlessly over what 
is right or wrong, in a rich vocabulary. However, they may be moved by 
far stronger impulses than those of the will. They commonly, when young, 
use vicariously the faculties of their mothers, relatives or friends, upon 
whom they have become typically and tenaciously dependent. They were 
praised for their perfection in school, church and home. Such submissive 
“goodness” has misled them into novitiates, seminaries or marriage. How- 
ever, the day comes sooner or later when demands will be made of their own 
faculties. That is why such patients reveal themselves after the death of 
a mother, the jilting of a fiance, to be devoid of orientation, physically or 
psychologically and also morally. Their dependency is interpreted as 
moral conformity and their endless day-dreaming as a spirit of meditation 
or studiousness. 


The view that such a patient has been devoid of responsibility during 
his whole ife—long before the “break’’, so far as to consider him incom- 
petent to give valid consent in marriage — would be quite defensible in 
some instances. 


This brings to mind the truly witnessed conversation of the 
patient who gave some signs of schizophrenia to the psychiatrist. 
She did not want to speak about her future marriage. After one 
hour of examination, he asked: “Did you make any preparations 
for your wedding?” “Oh, yes, I got a license.” “You got a 
license? I don’t believe it. Who thought of that?” “My boy 
friend did.” “But did you make any plans for your wedding?” 
“Oh, yes, I was going to commit suicide the day before. Yes, I 
had it all planned. I was going to pretend that I was baking a 
cake, after closing all the doors and windows . . . etc., etc.” 


What did marriage represent to her? What did death mean to her? 
A mere symbol which she would be at a loss to explain, or even to be 
aware of. 


Are such persons’ thoughts and actions imputable to their authors? 
To detect this ailment in its early beginning requires much practice. It 
is among these patients that one will encounter features which gives the 
lie to an unfounded assumption: That the one who thinks that he is insane 
is sure not to be. They are the kind who may walk into your office and 
state, “I am losing my mind”, and they are right. Many others say the 
same, but are wrong. 

The delusions of unworthiness of the manic-depressive depressed and 


involutional melancholic are at times insidious, for here is a person who 
may have been for many years quite a responsible person, usually extro- 
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verted, often a public man endowed with great efficiency, a socially promi- 
nent hostess, the latter being inclined to being over sareful, minute and 
exacting in details. At the beginning of their ailment, they may be 
described as conscientious, later overconscientious, perhaps scrupulous. 
It becomes a passion of remorse, of self-fault-finding, or self-punishment, 


abysmal unworthiness. 


The judgment which in similar patients meant to appreciate good and 
evil in themselves weights the scare toward self-condemnation here it rests, 
the patient being at once the accusor, the victim and the executioner. Un- 
fortunately, they do execute. Any good they did or may do is unreal—*I 
was a big fake when I did that”; “I would be putting on an act.” Such a 
patient obviously cannot “deliberate”, can only see evil consequences. 


St. Ambrose writes: Too lax a conscience is to be avoided, as well as 
too strict a one. The first brings forth presumption; the second brings 
forth despair. The first saves what should be condemned; the second 
condemns what should be saved. One would be entitled to consider the 
depressives and conscientious as differing not only in degree but in kind. 


Many theologians consider that penance is not a virtue distinct from 
charity. Sorrow for a misdeed, if it is conducive to love of God, of self 
and of one’s neighbor, is a virtue. But the gruesome presentation of one’s 
self which leads to incapacitation, despair and suicide cannot have the 
remotest connection with a virtue. Its very superficial resemblance to the 
love of God may lead the uninitiated to believe that he deals with a scrupu- 
lously virtuous person. These patients are usually beyond persuasion. 


It is amazing to see how a good priest, who in the depth of his depres- 
sion wanted to confess his sins as many times as a priest entered his room, 
‘alled himself an embezzler to everyone, after three convulsive treatments 
within a week could not believe his former behavior: he laughed at it. 
Others remember only too well the gruesome experience and feel that it 
just came and went without further insight. 


Another delusional condition is seen in the true paranoiac. This 
inadequate individual is self-righteous and above reproach, his whole mental 
efforts being directed at accusing someone else of the most fiendish designs. 
The someone may be an organization, a political party, a religion or 
a race. He weaves and re-weaves his persecutions. To make jane realize 
his shortcomings, that while he is so busy at accumulating evidence of 


injustices, he neglects his family, is utterly useless to his community, is 
utterly futile. 


He, too, may become the executioner of his deluded judgment, having 
argued himself into an undeniable state of self-defense. 


Unfortunately, such a person may become so litigious and argumen- 
tative that he deludes well-meaning persons. Such a potential killer is 
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often at large, out of restraints. Those, however, who weave their accusa- 
tions less skillfully are schizophrenics, whose sense of reality is impaired 
and they are poor convincers. Delusions reveal a poor contact with reality. 
They are poor attempts at compensation for missing or poorly developed 
faculties. Whatever reason their bearer has, although sometimes surpris- 
ingly skillful, it is confined to some limited areas. 


The choice of compensation is not very large and is probably the 
reason why there are no new mental diseases. More striking are the pat- 
terns into which these patients fall. We may frequently run into similari- 
ties which are almost identical—a patient examined in Paris, another in 
London, another in New York, another again on the West Coast, may 
express himself, answer certain questions in the same sick manner. Their 
dreams may be identical. This strongly suggests a sort of determinism 
in which the patient is caught, and that he has lost the freedom of choice 
which is a necessary condition of imputability. 


The office of the busy psychiatrist is occupied most of the time not 
with psychotics, who are called, in common parlance, the mental patient, 
but with the ones suffering from neuroses which reveal themselves by 
phobias or mostly by gastrointestinal, urinary, respiratory, circulatory 
or skin manifestations. Their treatment is time-consuming but has its 
reward. To discuss the imputability of these patients would require ex- 
tensive treatment. These suffer no delusions—no more than an _ over- 
emphasis. 


It is almost apodictic to say that it is impossible to have a neurosis 
without a conscience of some sort. It acts more like an unconscious brake 
applied to the impetus of unconscious drives. Of course, the problem as it 
is presented to the physician is conscious. Usually, however, it has little 
influence upon the autonomic nervous system which produces most of the 
discomfort. In psychiatry of the neuroses, more than in other branches 
of medicine, the chief complaint is often very remote from the real trouble. 
It should be called the “presenting complaint.” 


In an attempt to explain his symptoms, the patient makes a theory 
where he may accuse anything that is not “just right” in his life or sur- 
roundings of causing his suffering. 


How much is this patient responsible for impulses which are to say 
the least, distracting? To expect a person so afflicted to be aware of the 
origin of what in distorted fashion is expressed by his nervous system is 
asking too much. What of all the conditioned reflexes accumulated prior 
to the assumed “age of reason?” It is outside the limits of moral responsi- 
bility. 

To evaluate the imputability of the individual mental patient we 
would need a yardstick which we do not possess in this world. Only Divine 
Judgment on the Last Day — in which every Catholic believes — can 
separate the sheep from the goats. 


16 THE LINACRE QUARTERLY 


MORAL LIMITATIONS IN MENTAL DISEASE 


Rosertr E. Brirr, M.D. 
Assistant Professor of Clinical Neuropsychiatry 


St. Louis University, School of Medicine 


ENTAL disease is an illness which interferes with one’s usual 

method of thinking, feeding and acting. From the group of men- 

tal patients the psychiatrist derives his “clinical material.” His 
purpose, therefore, is to effect a cure for his patient, to relieve his suf- 
fering and restore him again to his normal self. 


Frequently, in addition to his role as therapist, the psychiatrist is 
called upon to evaluate the seriousness of his patient’s acts and their 
circumstances in relationship to those of other people. This function, 
as “the expert,” has its greatest application in medico-legal matters and 
the psychiatrist is called upon to determine whether a certain individual 
may or may not have been responsible for his actions. 


In the case of criminal or legal matters, the ultimate decision usually 
rests with the court. The court takes into consideration the ascertained 
facts both from the point of view of the prosecution and the defense, 
the expressions of witnesses, the individual interpretations by those in- 
terested, the interpretations of the facts by rules of evidence, the delib- 
erations of the jury, supposedly in the light of evidence presented, but 
frequently distorted by individual feelings of some of its members. 


In the evaluation of an act, whether in terms of guilt showing it to 
have been planned, deliberate, with full realization of consequences, or 
to have been carried out in a fit of mental derangement, the procedure 
eventually is reduced to relatively simple questions: first, whether or not 
the individual knew the difference between right and wrong; secondly, 
whether the person’s actual guilt can be proven beyond all question of 
a doubt; thirdly, whether a reasonable doubt in favor of the delinquent 
can be presented to warrant his dismissal or acquittal. 


Thus, in civil matters the determination of responsibility is chiefly 
decided on objective evidence and does not always fully take into account 
the subjective feeling, thought and purpose of the individual himself. 
This latter determines the moral responsibility for his act. Thus, in- 
stances may arise where there could be disharmony between the “legal” 
and the “moral responsibility” for actions of the patient. 


~t 
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Before going further in our discussion of the moral limitations of 
certain abnormal mental states, let us consider the criteria by which we 
define a serious sinful act. Perhaps the clearest statement is in our Cate- 
chism which states, “a serious sin is committed if it is concerned with 
gricvous matter against the law of God or the church with sufficient reflec- 
tion and full consent of the will.” One who in act meets these requirements 
is performing a morally reprehensible act, an act for which God’s judg- 
ment will be given in condemnation. 


These ideas, however, rely on the antecedent definition of man as a 
rational animal composed of body and soul constituting an inviolable 
personality with rights and duties. In the case of an individual who is 
mentally sick, it is quite obvious that many variations in these concepts 
will arise. The grievousness of the matter may be altered in the mind of 
the sick individual. His attitude toward some trivial matter may be 
extreme or he may be unable to recognize or realize something actually 
serious. The reflection on the matter may be altered, either being severely 
obsessed and having so much emotional turmoil that he is incapable of 
rational thinking, or, on the other hand, his thinking processes so disin- 
tegrated that reflection of any kind may be impossible. The consent of 
the will may be modified to such a degree that it could also be invalid 
either in terms of some terrific driving force arising from within that 
the patient simply cannot resist, or likewise some tendency within him- 
self which makes him follow the line of least resistance. 


In seanning the clinical literature about this topic one is impressed 
by the dearth of material. Theological material obtained did not readily 
correlate itself with the recognized clinical types of mental disease. This 
fact, however, is not difficult to understand, especially since our present- 
day classifications of mental diseases do not extend much beyond fifty 
years. The moralist dealt with the problem for a long time before the 
physician was able to differentiate the various problems for the moralist. 


To define our matter in reference to mental abnormality we must, 
first, consider whether the abnormality as such has always existed and 
is a form of deficiency, or is something acquired, therefore a form of 
insanity. The existence of moral insanity must be recognized and has been 
defined, as “a feeling or perversion of feeling and conduct, leading to 
vicious and criminal acts in those who have previously lived upright and 
reputable lives.”” Moral inbecility is “an original defect of character dis- 
played from an early age and consisting of an inability to be altered by 
punishment, however severe, certain and prompt, from vicious acts.” 


One must distinguish between moral and mental (or intellectual) 
deficiency because the moral defective or imbecile may achieve a high level 
of intellectual development, yet his activities and accomplishments may 
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fall so far short of his intelligence as measured by a test as to throw 
questions on the validity of the intelligence test. “Moral” considerations 
as applied to the patient are therefore subject to modifications. 


Keeping these standards in mind one may look upon the individual 
reaction types and try to evaluate the moral implications of each. Prior 
to fifty years ago the classifications of mental diseases were very indefi- 
nite. This was due largely to the fact that classification was an indivi- 
dual matter and there was no unanimity of thought. Our present classi- 
fication is derived from that set out by Kraepelin in which he tended to 
arrange mental disorders in categories common one with the other. 
Diseases having known causative factors in common were grouped to- 
ecther, thus eliminating many illnesses which were merely names. Modi- 
fications of this classification have been made from time to time, but 
these have tended to simplify it for better understanding. We may 
consider them in the following order: 


1. The Organic Reaction T'ypes. 


Here we include all mental disturbances due to temporary or perma- 
nent effect upon the organic structure of the central nervous 
system. They include reactions due to infections of the brain, 
the effects of drugs, alcohol and gases, disturbances in circula- 
tion resulting in brain damage, senile deterioration, metabolic 
disorders, brain tumor, degenerative brain disease, and somatic 
diseases of any kind which either directly or indirectly affect 
the brain. The chief personality disturbances noted are those 
resulting from physiological change in the central nervous system 
itself. There are varying degrees of confusion, hallucinatory 
experiences and delirious episodes. Naturally, the efficiency and 
judgment of the individual is reduced and his thought processes 
are definitely interfered with. His inhibitions are lessened due to 
lack of cohesion in the nervous system itself. 


Such persons would at times be unable to satisfactorily con- 
trol emotional or instinctive drives and during the duration of 
their disease would be only partially responsible, or would not 
be morally responsible for their actions or the effects thereof. 


2. The Affective Reaction Types. 


These disturbances embrace all the so-called cases of mania and 
melancholia. This condition has for a long time been known 
as manic-depressive insanity. The term, affective reaction type, 
is used to designate the fact that the primary psychopathology 
is due to a disturbance of affect, mood or feeling, which in turn 
modifies behavior. The chief phases of the disorder, as described, 
are the manic or depressive, both of which may occur in the same 
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individual, but this is not usually the case. We usually find that 
an individual is either of the manic or the depressed variety. In 
each phase there are variable degrees which in the case of the 
manic may be anything from a mere feeling of enthusiasm to 
that of wild excitement. On the other hand, the depressive stage 
may vary all the way from simple depression, consisting of noth- 
ing more than a feeling of discomfort, to that of a very severe 
depression in which the individual is unable to think or reason. 


The primary disorder, as I have pointed out, is a matter of 
feeling, variations of which modify the ability to judge things 
properly and render the patient irresponsible. In the case of the 
severe manic or the severe depressive phase there may not be 
much question of an individual’s moral invalidity, but in the 
simple depression, or the so called hypomanic states some question 
may arise as to where normality ceases and abnormality begins. 
In the hypomanic state we find a person who becomes overly 
enthusiastic and overly active about the usual things in his exist- 
ence, but as the clinical state reaches maturity he is carried away 
with his own enthusiasm, and his judgment is distinctly impaired 
and there is a distinct loss of inhibitions which may carry him 
into any number of moral transgressions of one kind or the other. 
In the case of the depressive individual somatic symptoms may 
persist for a long time. He may seek medical help, but since no 
physical cause for his complaints can be found, the general 
depressive features of the situation may be overlooked. As an 
after-thought, he may develop many fantastic ideas as to why 
he is ill, including that of fixed conviction of unforgivable sin, 
eternal damnation, etc., which justifies him in his contemplated 
suicide. 


Schizophrenia (Dementia Praccox), Paranoia and Paranoid 
Conditions. 


These reaction types are primarily delusional in character and 
are built up of certain rationalizations of the individual in 
reference to the inadequacies of life. There is a need for vindica- 
tion and over a period of time, certain unreal ideas, thoughts 
and actions are accepted as being actual, real and are acted upon 
as such. In simpler types of schizophrenia there is no question 
of the disarranged thought processes and the patient, himself, 
cannot be held responsible. However, in the more severe and sys- 
tematized types of reaction such as we see in the paranoid states 
where the contact with reality has been fairly well maintained, 
it is difficult to see the dividing line. Such an individual becomes 
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more of a law unto himself and does not therefore feel himself 
morally obligated by the usual restrictions. He is motivated 
toward some violent or homicidal act contrary to the law of the 
land and the rule of God. 


Epilepsy 


Epilepsy is of importance for a number of reasons. Primarily, 
there is a loss of consciousness, which may be associated with 
convulsive manifestations. There are some instances, in which 
the epileptic may lack insight into the nature of his condition, 
not realizing its nature, refusing to accept it. Over a period of 
time, he may get such a distorted picture of himself, that his 
mind may take on abnormal attitudes and he may react violently 
to them. Most epileptics, however, do not take this attitude, 
because with therapy for better control of convulsive seizures 
available, many individuals so afflicted look upon their illness in 
the same way as they would look upon any other illness. 


Perhaps the chief concern with the epileptic stems from the 
periods of confusion which usually follow seizures. Especially the 
so-called epileptic equivalents or variants, where the epileptic 
patient instead of having a convulsive seizure goes into a violent 
rage for which he has complete amnesia or loss of memory and is 
unable to recall anything which transpired during the interval, 
are important to a student of the patient’s responsibility. Occa- 
sionally these seizures reach homicidal proportions and for this 
the individual is not responsible. Fortunately again, these inci- 
dents are extremely rare and should cast no reflection upon the 
average epileptic patient who is under treatment to keep his 
illness under control and who leads a normal life. 


Mental Deficiency 


By mental deficiency we mean the individual who lacks enough 
intelligence to readily adjust to changes in his life situation. 
There are three main clinical varieties of mental deficiency— 
idiocy, imbecility, and moronic conditions. The idiot is an 
individual, who no matter how old he becomes chronologically, 
never gets beyond the mental age of 3 years. In terms of IQ 
the percentage of intelligence does not rise beyond 20%. 


There is usually no question of his inability to get along in 
life and his inability to assume any moral obligations of any 
kind. There are usually additional defects in the central nervous 
system to contend with, chiefly in the coordinating faculties, so 
that such a person usually spends his life as a nursing problem. 
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The imbecile is one whose mental age does not go beyond 7 
years, on a percentage basis it does not go beyond 50% of the 
normal for his age. 


With the imbecile there is again no question of his inability 
for mature or moral obligations. He is a little more efficient 
than the idiot and can be taught a few tasks which do not require 
skill, but except when evidence to the contrary is available, he 
is not ordinarily responsible for his acts. 


The moron’s intelligence varies between a mental age of 7 and 
12 years, or 50 to 70% for his age. A moron can be taught many 
things, especially those of the higher level and may be a useful 
citizen. He may constitute a goodly percentage of factory or 
other type of unskilled labor. However, he is not capable of 
assuming a great degree, if any, of executive responsibility. He 
can be taught certain types of skill of a routine nature and will 
carry out his task successfully, but if he is displaced, he will have 
difficulty in readjusting himself to a new skill or occupation. 


His ability to understand obligations is almost in direct pro- 
portion to his level of intelligence. He is therefore capable of 
understanding his obligations in a proportionate degree. However, 
in view of the fact that his intellectual ability is at a defective 
level, allowances must be made for him in accordance with the 
normal standard. 


The Psychoneuroses 


The psychoncurotic reaction types occupy a special place m the 
the field of mental illness. There are no clearly defined boundaries 


in nature. 


There is, moreover, many a case of mental illness difficult to 
assign either to the psychoneurotic or to the psychotic group. 
From the well developed psychosis on the one hand, to the well 
developed psychoneurosis on the other, there is a world of dif- 
ference, both descriptively and therapeutically. Transitions may 
occur; a patient who reacts psychoneurotically at one time may 
be psychotic at another. The chief difference between the psycho- 
neurosis and the psychosis is the fact that the psychosis involves 
a change in the entire personality of the subject in whom it 
appears, while in the psychoneurosis only a part of the personality 
is affected. With the development of a psychoneurosis there is 
often no outward personality change of any kind. In the psycho- 
sis reality is changed qualitatively, is regarded differently from 
the normal and the patient reacts accordingly. In the psycho- 
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neurosis reality remains unchanged qualitatively, but its value 


may be quantitatively diminished. 


Clinically, a psychoneurosis implies either a bodily disturbance 
without structural lesion and dependent, in a way unknown to the 
patient, on mental causes, or it may be a mental disturbance not 
the result of bodily disease in the form usually of morbid fear, 
persistent ideas or motor acts, all of which the patient realizes 
to be abnormal. The meaning of these, though, he is at a loss 
to understand. 


The bodily disturbances may be sensory and entirely sub- 
jective or motor and directly observable or visceral. The sensory 
disturbances may occur in any or all systems of the body in a 
given patient, accounting for the numerous dysesthesias or pecul- 
iar sensations including pain of which the patient complains, also 
the palpitations, anorexia, weakness and fatigue as well. These 
disturbances are emphatically real and not “imaginary” and are 
probably the result of variable imbalances which have been induced 
in the functions of the autonomic nervous system. The motor 
seizures are paralysis, paresis, tics, tremors, anomalies of gait, 
and speech disorders, such as ophonia. The visceral disturbances 
include tachycardia, vomiting, diarrhea, constipation and vaso- 
motor disturbances. These are definitely indicative of autonomic 
imbalance. The chief types are neurasthenia, the anxiety states, 
hysteria, and the obsessive-compulsive neuroses. We will consider 
them in order. 


Neurasthenia has often been used in a wide sense. However, 
to be accurate it should be confined to those cases in which 
fatigue, mental or physical, is the prominent symptom. Frequently 
we obtain the history that such individuals are involved in situa- 
tions which are beyond them and in trying to cope with the 
demands made of them, grew tired and irritable. Many times, 
domestic upheavals may result, for which they may be unwittingly 
made the objects of severe recrimination. Perhaps, in the earlier 
phases of such a disorder some careful consideration on the part 
of the patient would have prevented such an occurrence, but once 
established, the matter must receive careful guidance. 


The anxiety states comprise another group of the psychoneu- 
rotics who live a very disturbed existence due to abnormal un- 
controllable fear. Sometimes the fear is indefinite and “free 
floating” in which case it does not constitute a particular prob- 
lem other than to make the patient feel tense and nervous. This 
tendency does, however, at times become attached to certain 
things, experiences or acts, and these in turn take on inordinate 
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proportions. The fears are terrific; the individual, himself, may 
lose all sense of proportion and his moral values are inaccurate. 
In the moral sense corrections have to be made, step by step 
with treatment. 


Hysteria is a condition which has been much maligned, despite 
the fact that the true dissociated hysteric is a very sick person. 
The uninformed and the unappreciative will frequently seem to 
take a very uncompromising and severe attitude toward the person 
suffering from histeria, and their denouncements will almost invari- 
ably fix the complex and at times make the patient intractable. 


There is a distinct difference between hysteria and malingering. 
In the latter there is a definite attempt to deceive others— 
family, friends, doctors—that a state of illness is present which 
does not actually exist. Even in the malingerer, the mere fact 
that he does feign disease is psychopathological and our experi- 
ences as an examining neuropsychiatrist, on various induction 
boards in World War II, (with the possible exception of those 
ases where malingering was resorted to because of the monetary 
loss involved in accepting service in the armed forces,) indicated 
that the malingerer was a bad psychic risk, and was invariably 
rejected. 


The patient who converts mental conflicts into physical terms, 
however, probably does so originally in an effort to escape a 
situation which has become more or less intolerable, and there- 
fore indicates in so doing a certain lack or weakening of moral 


fiber. 


Perhaps, at this stage a brief explanation of the matter 
would suffice to clear it up, both from the point of view of moral 
as well as mental health. Circumstances, though, sometimes prevent 
this from being carried out, so that when the syndrome has been 
completely established, full moral imputability must be withheld. 


The obsessive-compulsive states really deserve and require our 
wholehearted, sympathetic understanding. In the simplest sense 
of the word, the obsessional neurotic has scruples which may run 
the gamut of all his ethical responses, affecting his domestic, 
religious, occupational, and marital attitudes and obligations, all 
of which may at one time or another be distorted in his mind. 
He may follow equally unreasonable and ridiculous methods (com- 
pulsions) for their correction, not only without success, but 
frequently making the problem more acute. Here again there is 
a distorted moral value which has to be corrected in the mind of 
the patient with step by step change in the clinical picture. 
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The Constitutional Psychopathic States. 


In any attempt to present a panorama of the varicties of patients 
we will find that most of them will fall into groups which are 
fairly well recognized. There are some, however, which while 
having characteristics in common, nevertheless are not sufficiently 
distinct to belong anywhere. The same is true among mental 
phenomena, and a certain variety of cases do not readily lend 
themselves to proper classification, although many of the charac- 
teristics of the recognized clinical types may be present. 


Such a “waste basket” is our concept of the psychopathic 
personality. Here we include persons who have been from child- 
hood or early youth habitually abnormal in their emotional reac- 
tions and general behavior. They do not react, except perhaps 
episodically to a degree of abnormality which could be classified 
as insane, nor do they show intellectual defect, although their 
behavior and action is not what we could call intelligent behavior. 


There is evidently some interference or arrest in the matura- 
tion process which prevents them from ever approaching the 
responsibilities of life on an adult level, despite the fact that 
intellectually they may be good or superior. Their practical 
accomplishments in life seldom, if ever, come up to early predic- 
tions, and their general behavior remains on an infantile, puerile 
or adolescent level. They can tolerate or assume responsibility 
to a certain point, which being reached, is generally followed by 
an abrupt disintegration, an attempt to resynthesize their lives, 
only to be followed by another upheaval at a later date. They 
never seem able to profit by their own experiences, and get them- 
selves into repeated trouble. 


In this category belong many people who do not regularly 
come under the attention of a psychiatrist unless specifically 
directed to determine why they cannot keep themselves out of 
trouble. The things which deter most of us seem to have relatively 
little influence on correcting their lives. The priest sees them; the 
courts see them; they are petty criminals, delinquents, repeated 
sex offenders, recurrent alcoholics, pathological lars, prostitutes 
and sexual perverts. When they are confronted with the effects 
of their own misdeeds, they are usually quite remorseful, but I 
believe this to be usually due to the inconveniences of the moment, 
rather than a true appreciation of their plight. Their moral 
sense is usually quite dull, they are actual moral imbeciles in the 


strict sense of the word, and morality as we know it for them 
simply does not exist. 
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SUMMARY 


In this paper we have attempted to present some of the obvious 
limitations of individuals whose state of life happened to be temporarily 
or permanently affected by some unusual mental condition. For purposes 
of comparison, we felt the moral evaluation of such matters would be 
of interest, relying as it does on the presentation of objective evidence 
in the matter. We also attempted to state, as briefly and concisely as 
possible, the basic factors in the recognized clinical types of mental 
disorders and the obvious moral limitations of each. 


These consisted of mental disorders—organic injury or disease, intel- 
lectual defect, disturbances in affect, mood or feeling, abnormal delu- 
sional states, temporary interference in consciousness, as in epilepsy, 
partial personality derangements, as in the psychoneuroses, and lastly, 
defects in the development of a mature emotional or moral outlook. 


